
Prescriber NPI #

NDC Requested:

Strength Quantity
Length of Therapy
on Prescription

Beneficiary  Full Name

Request Date

/ /

Beneficiary Medicaid ID Number Beneficiary  Date of Birth

/ /
BENEFICIARY INFORMATION

*Prescriber signature mandatory

Signature of Prescriber
Date

/ /

FAX TO: KANSAS Medicaid Prior Authorizations
Fax: (866) 246-8512

PA HELPDESK: (877) 475 - 7567
            

May 2012

1. Please indicate the diagnosis and severity for wh ich Stelara ® is being prescribed (no dx codes):

______________________________________________________________________________________

2. Prescribed by a Dermatologist? Yes (___) No (___)

3. Prescribed by a Rheumatologist? Yes (___)  No (__ _)

4. Does the patient have plaque psoriasis? Yes (___)  No (___)

5. Is the patient a candidate for systemic or photot herapy? Yes (___)  No (___)

6. Has the patient had a TB test in the past 12 mont hs? Yes (___)  No (___)

7. Please indicate if consumer is currently taking a ny other biologic therapy:

______________________________________________________________________________________

KANSAS MEDICAID
PRIOR AUTHORIZATION
Ustekinumab (Stelara ®)

PRESCRIBER INFORMATIONPrescriber's Full Name

Prescriber Street Address

City State Zip Code

-
Prescriber Phone:

- -
Prescriber Fax:

- -
Prescriber Medicaid ID #

Prescription instructions(sig):____________________ ______________________________________________________

48220

48220


